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FOREWORD 
 
 This document establishes doctrinal principles for Air Force medical forces in 
support of worldwide operations.  It reflects the simultaneous medical missions 
supporting contingency operations, home station health care, and disaster 
response/humanitarian assistance.  Additionally, this document highlights the 
importance of aeromedical evacuation to the warfighter.  Since October 2001, over 
85,000 injured Soldiers, Sailors, Airmen, and Marines supporting global operations were 
successfully moved from the front lines to proper medical care.1  Our medical forces are 
critical to maintaining the health and esprit de corps of the joint force. 
 
 As Airmen, we need to understand how best to use medical forces to support the 
diverse needs of the nation.  I encourage you to read this document, discuss it, and 
apply it.   
 
 
 
 
 

THOMAS K. ANDERSEN 
Major General, USAF 
Commander, LeMay Center for Doctrine 
Development and Education 

                                                 
1 US Transportation Command Regulating and Command & Control Evacuation System, as of January 
2010. 
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CHAPTER ONE 

 
FUNDAMENTALS 

 
 
 
 
 
 
 
 
 
 
 
 
 
AIR FORCE MEDICAL FORCES OVERVIEW  
 
 Air Force medical forces provide the joint force with several distinct capabilities.  
These include health services support, en route casualty support, and health care to 
eligible beneficiaries.2  The Air Force is increasingly called upon to deliver medical 
capabilities throughout the range of military operations.  Diverse medical missions may 
consist of civil-military operations, global health engagement, or humanitarian 
assistance/disaster relief as part of joint or multinational operations. 
 

In order to deliver needed medical support across a wide range of operations, Air 
Force medical forces focus on four fundamental areas:  command and organization, 
objectives to support the force, expeditionary planning and execution, and responsive 
homeland medical assistance. 
 

The command and organization of medical forces consist of both the internal 
command and operational relationships within the Air Force Medical Service (AFMS) 
and the external command relationships for home station and expeditionary operations.  
See Chapter 2 for a detailed discussion of command and organization. 

 
The medical capability objectives are designed to support the force.  These 

objectives are to:  promote and sustain a healthy and fit warfighter; prevent illness and 

                                                 
2 Air Force Medical Service (AFMS) Strategic Plan, Cover Memo 

     “Trusted Care Anywhere” …our medics contribute to the Air Force, joint 
and coalition team with world class medical capabilities.  Today’s focus is on 
world-class health care delivery systems across the full spectrum of our 
operations.  From theater hospitals in Balad and Bagram, to the efforts of 
humanitarian assistance response teams, to the care of our families at home, 
we put patients first!   
   

          —Lt Gen Charles B. Green, 
Air Force Surgeon General 
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injury; restore health (to include expeditionary health care); and optimize and sustain 
human performance.3  This information is discussed in depth in Chapter 3. 

 
Planning and execution considerations account for expeditionary operations 

being performed in conjunction with home station operations, medical stability 
operations, and other medical support operations worldwide.  See Chapter 4 for a 
discussion of these aspects of medical operations. 

 
 Responsive medical assistance within our borders is also vital to effective 
support of the Service as a whole.  Air Force medical personnel support homeland 
operations as effectively as they do in an expeditionary environment.  Chapter 5 has a 
discussion of home station planning and execution. 

 
THE AIRMAN’S PERSPECTIVE  
 

First and foremost, Air Force medical operations are focused on life-saving 
expeditionary medical support. It ensures rapid casualty stabilization, treatment, 
staging, and evacuation to definitive care, while maintaining the standard of care and 
providing patient safety en route.  The en route casualty care system (ERCCS) is a 
versatile and flexible component of military medicine. Personnel are able to determine 
the required medical capability and designate the optimal mix of assets based on 
mission demands.4  Home station medical operations are postured at military and 
civilian facilities to provide health care while maintaining advanced clinical skills 
currency.5  

 
Air Force medical forces are made up of regular forces, Air Force Reserve, Air 

National Guard, Air Force civilians, and contractors.  Though regular, Reserve, and 
Guard medical forces are interoperable, each has distinctive mission areas.6 

 
AGILE COMBAT SUPPORT AND MEDICAL FORCES  
 

Air Force medical forces provide a functional capability for agile combat support 
(ACS).7  They provide the force health protection capability of ACS.  Likewise, medical 
forces are by design not self-sustaining; they depend upon ACS capabilities for security 
and infrastructure support.  They are an integral part of forces employed to open, 
establish, and operate airbases.8   

 
Air Force medical forces leverage speed, range, and flexibility by using hub and 

spoke operations to quickly form and maneuver customized medical capabilities to 

                                                 
3 AFMS Strategic Plan, Cover Memo; AFPD 48-1, Aerospace Medicine Enterprise 
4 Joint Publication (JP) 4-02, Health Service Support (HSS). 
5 JP 4-02. 
6 AFI 10-401, Air Force Operations Planning and Execution. For additional information on Air National 
Guard medical forces, see Chapter 5.  
7 AFDD 4-0, Agile Combat Support. 
8 Ibid.  
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forward bases.  Air mobility forces move cargo and personnel through one or more en 
route staging bases (the spokes) to arrive at a main operations base (the hub) within a 
theater.  Before placing medical teams at airlift hubs, medical planners should consider 
the feasibility of the airlift web to support routine hub operations and non-routine spoke 
requirements.  Hub and spoke operations are further detailed in Chapter 4. 

 
Medical planners are integrated into the commander of Air Force forces’ 

(COMAFFOR’s) A-staff and the air operations center (AOC).  They plan aeromedical 
evacuation (AE) and ERCCS missions.  Centralized control over Air Force medical, AE, 
and airlift forces is essential. It enables seamless stabilization and worldwide evacuation 
of casualties or patients from forward airfields to definitive care hospitals.  Decentralized 
execution provides flexibility for en route medical support and local health services.  
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Get your major purpose clear, take off your plate all which hinders that 
purpose and hold hard to all which helps it, and then go ahead with a clear 
conscience, courage, sincerity, and selflessness. 
 

—Field Marshal Viscount Bernard L. Montgomery 
 

 
CHAPTER TWO 

 

COMMAND AND ORGANIZATION  
 

Medical units are commanded by medical officers with the majority of medical 
forces ultimately working for designated line of the Air Force (LAF) commanders at each 
echelon of the chain of command.  High standards of medical care are met and 
sustained through the single chain of command.  Though medical forces are generally 
organized and controlled like other Air Force forces, inherently unique medical mission 
requirements prompt distinct differences. 
         
ROLES AND RESPONSIBILITIES  
 
 It is essential to understand the roles and responsibilities of key commanders 
and senior leaders involved in planning and executing medical operations.  This section 
provides a concise overview of these roles and responsibilities. 
 
Air Force Forces Surgeon  
 

Within an air expeditionary task force (AETF), the Air Force forces (AFFOR) 
surgeon (AFFOR/SG) is a member of the COMAFFOR’s special staff and the director of 
medical operations.  The AFFOR/SG is the COMAFFOR’s designated coordinating 
authority with all agencies affecting medical operations.  The AFFOR/SG does not 
exercise command authority or direct control over medical forces but provides planning, 
coordination, and oversight.  The AFFOR/SG also advises how best to employ medical 
force capabilities in support of expeditionary Air Force forces and other joint forces.  In 
addition, the AFFOR/SG uses direct liaison authority, when authorized, to coordinate 
medical support of the AFFOR staff and the AOC with other supported and supporting 
commands and agencies.  The AFFOR/SG is responsible for overall medical personnel 
and materiel resource management and provides information on health surveillance and 
medical risk assessments, sustainment, and other force health protection issues.  The 
AFFOR/SG typically deploys liaison officers to coordinate with Service, joint, and 
multinational force surgeons’ staffs.  These liaison officers maintain a common 
operating picture, anticipate operational requirements for medical capabilities support, 
assess impact on air component operations, deconflict issues that may degrade 
operations, and assist in achieving optimal unity of effort. 
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Global Patient Movement Requirements Center 
 
 The Commander, United States Transportation Command (USTC), serves as the 
department of defense (DOD) single manager and global synchronizer for patient 
movement and the patient movement item (PMI) program in coordination with Office of 
the Assistant Secretary of Defense/HA TRICARE Management Activity, Joint Staff, 
Secretaries of the Military Departments, and geographic combatant commands (GCCs).  
USTC develops, publishes and implements standardized patient movement/PMI 
business practices and guidelines.  The USTC Command Surgeon’s (SG) office 
manages all assigned personnel supporting PMRCs in the global patient movement 
system in peacetime and contingency.  USTC/SG serves as the functional manager to 
maintain, operate and provide joint training for existing and future patient movement 
Automated Information System.  USTC/SG manages the global Patient Movement 
Safety Program and conducts event reviews and investigations of patient movement 
activities as required.  USTC/SG coordinates with theater Components for designation 
of portions of theater-assigned transportation and bed assets for use by PMRCs. 
Theater PMRCs will be responsive to the GCCs patient movement requirements and 
oversee/approve joint task force (JTF)-coordinated PMRC transport-bed plans and 
patient movement enablers as required. Theater PMRCs will oversee processes for 
management of the theater patient movement safety program and ensure patient safety 
from entry into the patient movement system to arrival at destination facility. 
  
 The global patient movement requirement center (GPMRC), located at Scott 
AFB, IL, provides medical regulating and aeromedical evacuation scheduling for the 
continental United States and intertheater operations and provides support to the 
theater patient movement requirements centers. The GPMRC coordinates with 
supporting resource providers to identify available assets and communicates transport 
to bed plans to the appropriate transportation agency for execution.  
 
 In the European and Pacific area of responsibility (AOR), the patient movement 
requirements centers (PMRCs) are permanently established functions responsible for 
coordination of joint patient movement within the AOR.   PMRCs operating in other 
GCCs are assigned to USTRANSCOM.9  The AFFOR SG can request a joint patient 
movement requirements center (JPMRC) be established through the global force 
management process.  USTRANSCOM may transfer tactical control (TACON) of the 
JPMRC to the GCC.  PMRCs are responsible for coordinating with GPMRC for patient 
movement regulated back to the United States.   
  
Air Mobility Division   
 
 The air mobility division (AMD) of the AOC plans, coordinates, tasks, and 
executes air mobility operations for the COMAFFOR.  As one of the five divisions of the 
AOC, the AMD provides integration of and support for all joint operational air mobility 
missions, to include AE.  The AOC commander provides policy and guidance to the 
                                                 
9 DEPSECDEF Memo dated Nov 25 2011, Assignment of the TPMRC to USTC 
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AMD who tasks intratheater air mobility forces through wing and unit command posts 
when those forces operate from home bases and through applicable forward command 
and control (C2) nodes such as wing operations centers.  The aeromedical evacuation 
control team (AECT) is one of four teams within the AMD.10 
 
ORGANIZATION, COMMAND, AND CONTROL 
 
 This section reviews the different basic types of medical force organizations: 
home station and expeditionary.  It also outlines how these organizations execute C2 of 
operations. 
 
Expeditionary Organization, Command, and Control 
 
 Air Force medical forces have complementary missions to provide restorative 
health care and to remain postured for rapid deployment.  To this end, medical force 
teams are configured using a constant deployer model, which is the bundling of like-
teams into one medical treatment facility (MTF) to meet both home station missions and 
deployment taskings.11  Teams are available to provide clinical care in the MTF while 
other teams are in a training window or are extractable for deployment without crippling 
the MTF’s ability to function as a health care facility. 

 
 The COMAFFOR normally exercises operational control (OPCON) over all Air 
Force forces assigned or attached to the Air Force component.  Medical operators and 
planners are integrated into the COMAFFOR’s A-staff and AOC, providing the 
mechanism for centralized control over medical force capabilities on the ground and in 
the air.12  Centralized control permits the COMAFFOR to respond rapidly to emergent 
medical needs across a theater.   
 
Aeromedical Evacuation Forces  
 
 Organizationally, an AFMS officer commands AE squadrons which are assigned 
to the operations group of an air mobility wing.  On employment, the critical care air 
transport team (CCATT) and mobile aeromedical staging facilities (MASF) are assigned 
to the expeditionary aeromedical evacuation squadron.13  The AE squadron commander 
is responsible for ensuring assigned clinicians meet clinical currency training 
requirements as established by the Air Mobility Command Surgeon. 
 
Aeromedical Evacuation Control Team  
 
 Medical personnel trained in AE C2 are attached to the AECT within the AMD of 
the AOC.  The AECT is responsible for AE operational planning, scheduling, tasking, 
execution, and monitoring in coordination with air mobility controllers.  The AECT 
                                                 
10 AFDD 3-17, Air Mobility Operations. 
11 AFI 41-106, Medical Readiness Program Management.  
12 AFDD 3-17, Air Mobility Operations. 
13 AFDD 3-17. 
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coordinates airlift support and evaluates available air mobility airframes attached to or 
transiting the theater to meet theater AE requirements.  The AECT coordinates with the 
J-4 medical branch on the JTF staff and the PMRC on patient movement requirements 
and priorities.  It also works closely with air mobility controllers for pre-planned and 
immediate intratheater/intertheater airlift requests. 
 
Deployed Medical Forces 

 
 Medical forces are deployed as expeditionary medical groups or squadrons 
within an AETF.  Medical units are normally under the OPCON of the COMAFFOR and 
are attached to an air expeditionary wing or group (AEW/AEG).  The AEW commander 
exercises administrative control of all attached AEW assets, including medical support.  
A medical group commander is typically a member of the AEW commander’s staff. 
 
Deployed Medical Commander 
 
 The deployed medical commander is the commander of the deployed medical 
organization, and is responsible to the deployed wing commander for the health service 
support of the deployed population.  The deployed medical commander coordinates 
with the AFFOR/SG on theater medical support issues.   
 
Joint Medical Missions 
 
 When the air component is tasked to provide medical capability in support of joint 
or other Service components, the provided Air Force medical forces should remain 
under the OPCON of the COMAFFOR.  Joint medical missions may span the range of 
Air Force medical capabilities.  Examples of these missions may include a short-notice 
deployment of surgical capability to a forward operating base, an expeditionary medical 
squadron to support a nearby ground combat operation, or a preventive medicine team 
to assess the risk of discovered hazardous materials.  These missions can rapidly close 
gaps in joint medical capability by using Air Force medical capabilities already employed 
nearby.  
 
 When medical forces already deployed in support of an Air Force expeditionary 
unit are tasked to support another mission, the forces are typically provided in a support 
relationship.  This commits the needed capability to the requesting commander while 
ensuring the Air Force expeditionary commander retains OPCON of their organic 
medical capability.   
 
En Route Casualty Care System Command and Control in Joint Operations 
 
 In support of the ERCCS, medical forces may deploy to the AOR, to AE en route 
stops, to locations outside the AOR, or to sites within the continental US (CONUS).  The 
organization and C2 of these medical forces follow normal command relationships.  
However, when medical forces are assigned missions supporting joint forces, the 
organization and C2 differs.  This situation occurs, for example, when the joint force 
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commander (JFC) delegates the Army forces (ARFOR) commander, in his role as the 
joint force land component commander, authority over medical operations involving 
theater level medical assets.  This most often applies to Air Force theater hospitals 
(AFTHs) in the combat zone. 14 

 
 The ARFOR surgeon has the C2 capability to command, control, and support 
theater level medical assets using his ARFOR staff.  This C2 capability includes a 
tactical-level medical regulating function that directs ground and rotary-wing medical 
evacuation (MEDEVAC) of casualties/patients to medical units in the combat zone for 
initial stabilization.  It is usually at this interface that stabilized casualties/patients are 
entered into the theater AE system and further regulated for movement to definitive care 
by the PMRC.  When this C2 arrangement exists and the JFC so designates, the 
ARFOR medical commander may exercise TACON of Air Force theater hospitals as 
part of the ERCCS.  However, the COMAFFOR retains OPCON of these AFTHs and 
other medical assets to ensure they are optimally organized and employed to meet 
assigned missions.   

 
 The AFTHs are typically attached to an AEW or AEG commander responsible for 
airlift hub operations.  Therefore, it is critical that medical force commanders and 
leaders clearly understand the established command relationships as well as the 
bounds of each command authority.  The bounds of TACON warrant specific discussion 
regarding Air Force medical forces under the TACON of ARFOR commanders.  TACON 
is limited to the detailed direction and control of movements or maneuvers within the 
operational area necessary to accomplish missions or tasks assigned.  TACON only 
provides sufficient authority for controlling and directing the tactical use of combat 
support forces within the assigned mission.  Therefore, medical forces assigned the 
mission of en route casualty support at an airlift port cannot be directed to other 
missions in other locations except by the COMAFFOR.  However, an Air Force combat 
casualty stress team assigned an area mission in support of joint forces can be 
maneuvered within that area as needed.  Ultimately, it is critical that when TACON is 
transferred to a non-Air Force commander that the assigned mission be clearly defined 
and understood by all affected commanders to properly bind the authority being 
transferred.

                                                 
14 JP 4-02. 
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Our security is not a matter of weapons alone. The arm that wields them 
must be strong, the eye that guides them clear, the will that directs them 
indomitable. 
 

— Franklin D. Roosevelt 

 
CHAPTER THREE 

 

AIR FORCE MEDICAL FORCES OBJECTIVES  
 
The four objectives of Air Force medical operations are to promote and sustain a 
healthy and fit force, prevent illness and injury, restore health, and optimize human 
performance.15 
 
PROMOTE AND SUSTAIN A FIT AND HEALTHY FORCE  
 
 A fit and healthy force increases the Air Force’s capability to withstand the 
physical and mental rigors associated with combat and other military operations.  The 
ability to remain healthy and fit despite exposure to numerous health threats is a force 
multiplier at home station and in deployed settings.  

 
 Fit and healthy Airmen can deploy on short notice and operate effectively in 
austere environments.  Early identification and intervention of health conditions that 
could otherwise prohibit Airmen from being fully ready to deploy, increases the 
COMAFFOR’s ability to mass forces (see figure 3.1). 

                                                 
15 AFMS Strategic Plan, Cover Memo; AFPD 48-1, Aerospace Medicine Enterprise. 
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PREVENT ILLNESS AND INJURY 
 
 Illness and injury prevention is the framework by which Air Force leaders and 
individuals optimize health readiness and protect Airmen.  The force health protection 
goal is to prevent illness and injury from the physical and mental stress caused by 
environmental, occupational, operational, and warfare, to include chemical, biological, 
radiological, and nuclear (CBRN) threats.  Casualty prevention is a continuous process 
conducted throughout pre-deployment, deployment, and post-deployment phases.  
Illness and injury prevention requires the full commitment of commanders, leaders, and 
individuals.    
 
 Medical forces arrive early as an integral part of the beddown team to assess 
threats, mitigate hazards to acceptable levels for air, space, and cyberspace operations, 
and protect Airmen.  Medical forces conduct routine standardized exposure monitoring 
and tracking of disease and injury rates to assist commanders in taking data-driven 
corrective actions at all levels.  Automation and data collection are conducted at the 
lowest echelon, and actionable data are transferred to each echelon of command.  This 
enables the assessment of risk to operational missions and the development of risk-
mitigating recommendations for commanders. 
 

Figure 3.1.  Concept for Fit and Healthy Force 
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 During deployment and follow-on operations, the enemy and the total 
environment generate threats to forces.  The adversary produces combat-related 
casualties commonly called battle injuries while the environmental, safety, and 
occupational health threats, or total environment threat, produce disease and non-battle 
injury (DNBI) casualties.  DNBIs historically have accounted for three-quarters or more 
of battlefield casualties.16  Casualty prevention historically has focused on reducing or 
eliminating the risk of food-, water-, waste-, and insect-borne illnesses, as well as heat 
and cold injuries during deployments.  However, in today’s environment, increased risk 
from covert chemical and biological contamination by terrorists has expanded casualty 
prevention to include the monitoring of food, water, and airborne chemical and biological 
agents. Recent operations demonstrated the need to emphasize environmental and 
occupational exposures and combat stress in addition to DNBI.   

 
 Medical capabilities include refined military medical surveillance and objective 
exposure measurements to identify threats, assess risk, and develop countermeasures 
to meet actual and potential threats.  Considerations to prevent casualties include: 
 
 Health Surveillance: Includes collection, analysis, and recording of occupational, 

safety, and environmental monitoring data.  The goal of surveillance is to provide 
actual exposure levels to identify and counter threats that risk the health of military 
and civilian personnel.   

 
 Non-Adversary Threats:  These are naturally occurring in the environment or a 

result of past or present military operations and may include endemic diseases, 
motor vehicle accidents, sports or recreational injuries, body stresses due to wearing 
of personal protective equipment and other equipment, heat and cold exposure, 
biological exposures, and chemical and radiation exposures from industrial sources. 
 

 Adversary Threats:  The result of deliberate attack, which can include CBRN 
agents.  As a mitigating tool, health surveillance may likely be the first indicator of a 
biological, chemical, or other attack.    

 
 Identifying Preventable Threats and Implementing Countermeasures:  Casualty 

prevention requires medical forces to identify preventable threats and for 
commanders, leaders, and individuals to implement countermeasures.  Medical 
forces provide location and task-specific threat knowledge and casualty prevention 
lessons learned.  Commanders mitigate casualties before operations begin by 
directing required immunizations or chemoprophylaxis, engineering solutions, 
managerial controls, or personal protective equipment that mitigates identified 
threats.  Additionally, aerospace medicine functions directly support operations to 
ensure health and safety of the total force by conducting health risk assessments 
and pre-/post-mishap investigation of Human Factors which are causal or 
contributory in over 70 percent of mishaps.  Medical experts coordinate with Safety 
personnel to investigate and analyze unit safety culture and mishap Human Factors, 

                                                 
16 DODI 6490.03, Deployment Surveillance. 
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with the goal of providing actionable safety information to operational commanders, 
acquisitions efforts and individual Airmen.  During operations, medical forces use 
automated information support systems and equipment designed for detection and 
evaluation of environmental, chemical, and biological threats to assess risk and 
recommend mitigating actions to commanders.   

 
 Disease Prevention:  Medical forces use current medical information data to 

identify infectious disease threats to Airmen at home station and deployed 
locations.17  The Air Force tracks the vaccination status of all Airmen to ensure 
protection against vaccine-preventable diseases such as typhoid, meningitis, and 
influenza.  At each airfield, medical forces assess disease threats and implement 
appropriate countermeasures, particularly in the areas of food and water 
vulnerability, waste disposal, and control of disease carrying vectors.   
 

 Dental Disease Prevention:  The Air Force Dental Service collects extensive risk 
assessment and dental readiness information to provide commanders an accurate 
picture of the dental fitness of their personnel.18  Severe dental pain rarely can be 
managed by self-care and most often requires professional intervention with 
specialized equipment.     
 

 Mental Health Casualty Prevention:  The mental health of Airmen is critical to 
mission success.  In the Air Force, the concepts of prevention and resilience are the 
two keys to mental health casualty prevention.  In the deployed environment, 
medical forces identify mental health problems and provide appropriate care.  Mental 
health personnel prepare the fighting force for mission readiness throughout the 
deployment cycle.  Air Force members should be vigilant for signs of mental distress 
and act decisively to obtain assistance for themselves and others. 
 

 Medical Intelligence:  Medical forces require seamless medical surveillance and 
intelligence integration with Air Force, DOD, interagency and international agencies 
to maintain vigilance against emerging diseases and enemy threats.19 
    

 Global Vigilance:  Global vigilance is the ability to gain and maintain awareness 
anywhere in the world; provide warning; and determine intent, opportunity, 
capability, or vulnerability.  Medical surveillance and information provide crucial 
support to medical operations and provide essential information to the JFC.  
Included within this capability are medical information systems and processes to 
detect and warn of possible disease outbreaks. 

 

                                                 
17 JP 4-02. 
18 AFI 47-101, Managing Air Force Dental Services. 
19 AFMS Strategic Plan. 
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RESTORE HEALTH  
 
 Medical forces use combined processes to rapidly restore each Airman to a 
combat ready status or arrange for the appropriate rehabilitative services.  Restoring 
health requires a continuum of medical capabilities that includes first responders, 
forward resuscitative care (FRC), en route care, theater hospitalization, and definitive 
care.   

 
 First Responder:  The first responder is the initial stabilizing medical care rendered 

to casualties at the point of injury or illness.  Collectively, this includes self-aid/buddy 
care and immediate care and stabilization of individuals by medical personnel to 
return to duty or coordinate aeromedical evacuation.  Air Force medical first 
responders include organic preventive medicine teams with training in field 
sanitation, and medical biological detection teams.  These teams provide prevention 
support and force protection from natural, environmental, occupational, operational, 
industrial, behavioral, or CBRN warfare health threats.20 
 

 Forward Resuscitative Care:  The FRC is forward advanced emergency medical 
treatment performed as close to point of injury as possible.  FRC makes intense use 
of technology and advanced emergency medical treatment or surgical practice to 
increase initial surgical efficiency.  Requirements for medical logistic support 
(blood/medical materiel) including varying re-supply, storage, and distribution 
capabilities are intrinsically linked.  The goal is stabilization.  Properly designed, 
equipped, and employed FRC capabilities can provide a decreased forward medical 
footprint while enhancing the capability to sustain life and limb.21 

 
  En route Care: En route care is the continuation of care during movement 

(evacuation) within the health service support continuum of care without clinically 
compromising the patient’s condition.  En route care involves transitory medical 
care, patient holding, and staging capabilities during transport from the site of injury 
or onset of disease, through successive capabilities of medical care, to a medical 
treatment facility that can meet the needs of the patient.  En route care consists of 
three phases:  
 
  Casualty evacuation (CASEVAC) involves the unregulated movement of 

casualties aboard ships, land vehicles, or aircraft and typically with no medical 
attendant providing care beyond SABC. 
 

  Medical evacuation (MEDEVAC) refers to dedicated medical evacuation 
platforms staffed and equipped to provide en route medical care using pre-
designated tactical or logistic aircraft, boats, ships, and other watercraft 
temporarily equipped and staffed with medical attendants for en route care. 
 

                                                 
20 USAF Oral Health Report FY 2006-2008. 
21 JP 4-02. 
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  Aeromedical evacuation (AE) specifically refers to United States Air Force 
evacuation movement of regulated casualties, using organic and/or contracted 
mobility airframes, with AE aircrew trained explicitly for this mission.22 

 
 Theater Hospitalization:  Theater hospitals are designed to provide in-theater 

support.  This includes all care and capabilities required to support the theater such 
as emergency, surgical, public health, dental, preventive, stress control, and 
ancillary services.  Air Force theater hospitalization capabilities deploy as modules 
or multiple individual capabilities.23 
 

 Definitive Care:  Definitive care is rendered to personnel to conclusively manage 
the condition, injury, or illness.  This normally leads to rehabilitation, return to duty, 
or discharge from the Service.  Definitive care capability includes the full range of 
acute, convalescent, restorative, and rehabilitative care provided at definitive and 
rehabilitative care sites outside the operational area. 

 
 Air Force medical forces are designed, organized, and employed to stabilize sick 
and injured persons and expedite transport to definitive care while maintaining or 
increasing the standard of care en route.  The nature of airpower provides Air Force 
medical forces with worldwide responsive operational reach between airfields in a 
theater of operations as well as the strategic reach to any global definitive care 
capability. 

 
OPTIMIZE AND SUSTAIN HUMAN PERFORMANCE  
 

Personnel are the most important and valuable resource for the Air Force.  
Accordingly, AFMS focuses on human performance in addition to health care as a 
primary means of supporting the COMAFFOR.  Given the prerequisite need for health, 
addressing human performance requires achievement of the AFMS effects of “a healthy 
and fit force” and “prevent illness and injury”—two key elements of force health 
protection.   
  

The AFMS becomes a force multiplier by focusing on human performance in 
addition to health care as the primary means of supporting the LAF and the joint force.  
Air Force medical personnel work to sustain the performance of Airmen, whether in the 
face of enemy conflict, environmental threats and stressors, or advancing age.  Any 
activity that supports or encourages improvement in physical, mental, or emotional 
health and fitness contributes to sustaining human performance.  Additionally, Air Force 
medical personnel develop risk mitigation approaches.  They employ approved 
countermeasures to help Airmen maintain performance (or minimize performance 
degradations) during warfare or upon exposure to environmental threats such as 
climatic extremes, g-forces, fatigue, weapons effects, prolonged mental or physical 
stress, witnessing or participating in violent acts, etc. 

                                                 
22 JP 4-02. 
23 JP 4-02. 
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Management of Fatigue 
 
 Medical forces readily provide fatigue management training resources to aircrew 
and extend fatigue management capabilities to battlefield Airmen, security forces, 
CCATT, and other personnel that operate around the clock.  Fatigue management, in all 
of its forms, is used by commanders as a means of sustaining and optimizing warfighter 
effectiveness.   
 
Cognitive Performance 
 
 Optimizing and sustaining cognitive performance provides an advantage in the 
analysis, synthesis, and collation of information and timely action or reaction.  
Maintaining the highest degree of cognitive capacity improves information management 
quality and may attenuate fear, stress, or confusion.   
 
Improved Physical Performance to Operate in All Environments 
 
 Air Force medicine optimizes and sustains the Air Force’s ability to operate 
across a full range of environments.  The goal is to reduce the physical demands on the 
warfighter and sustain the ability to complete the mission.  Airman performance may 
need to be sustained regardless of adverse conditions due to unfavorable weather, 
temperature, or lightning, high altitude, rough terrain, gravitational effects, directed 
energy, or CBRN effects.  The Air Force maintains an extensive array of methods and 
equipment to optimize and sustain warfighter performance under these conditions.  
These methods may range from sunscreen to spacesuits, medications to body armor, 
glasses to night vision goggles, and vaccines to rapid diagnostics.  Cutting edge efforts 
to enhance physical performance include manipulation of metabolic processes and 
addition of equipment or mechanical augmentation. 
 
Weapons Effects on Human Performance and Health 
 

Air Force medicine has a role in assessing weapons effects on human 
performance and health in an effort to advise commanders, support development of 
effective countermeasures against threats, and develop injury treatment.  Assessing the 
effects of weapons against individuals or groups can supply information for the risk 
management process or developing defensive measures.  Many performance and 
health impacts from traditional warfare methods such as kinetic and CBRN weapons are 
well known, and  performance and health impacts of less traditional warfare methods 
such as directed energy systems, laser, less than lethal agents, psychological warfare, 
and thermobaric (heat pressure) weapons are being further assessed and investigated. 
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CHAPTER FOUR 

 
EXPEDITIONARY OPERATIONS PLANNING AND EXECUTION  

 
PLANNING CONSIDERATIONS 
 

Medical force planning requires an understanding of the joint and component 
plans for the supported mission.  After considering the following planning factors, 
planners should develop a medical estimate of the threat and a supporting medical plan 
of operations.  The plan should be developed in collaboration with medical planners 
from the supported JFC, as well as from the other Service and functional component 
commands.  The interdependent nature of patient regulation and movement, the 
ERCCS, medical logistics, and available blood support require planners to consider 
medical force operations from theater and global perspectives.  Planning considerations 
include:    
 
 Supported mission.  

 
 Threat scenarios.  

 
 Planned and existing airfield locations.  

 
 Airlift availability and routes.  

 
 Population at risk for each location.  

 
 Host nation medical capabilities.  

 
 Medical capabilities of Services and coalition partners.  

 
 Environmental factors (weather, terrain, endemic disease, etc.). 

 
 
 

    Everything medical in theater is designed to support moving 
casualties from the point of injury to the right level of care at the right 
place in the least amount of time [Regarding operations in Afghanistan 
and Iraq in 2007]. 

 
      —Lt Gen James G. Roudebush, 

Air Force Surgeon General (2006–2009) 
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AIR FORCE MEDICAL FORCES EMPLOYMENT 
 

Air Force medical forces deploy in capability-based modules that are flexible and 
tailored to each contingency operation to provide the appropriate level of medical 
support to an operational area.24 
 
 When opening an airbase, medical teams assess the potential health impact of a 
beddown location, base configuration, and provide advice on mitigating health hazards.  
These teams also provide initial medical support to the fielded forces from the initial 
commencement date.  Based on existing theater and local medical capabilities, they 
provide input into additional medical capabilities required to support the projected 
population at risk.25  Continual health surveillance and assessment of operational, 
disease, and environmental exposures and risks are part of force health protection.  
This continual surveillance and assessment is essential for optimal health outcomes 
and operational performance.   
 
 Upon establishing the airbase, medical personnel and materiel assets continue to 
flow into the operational area and basing locations to expand medical support 
capabilities.  Medical forces remain focused on threats and countermeasures to sustain 
and optimize warfighter performance.26  Medical forces establish a theater health care 
system using the following assets: 
 
 Initial AE and Patient Movement Item (PMI) assets to evacuate casualties.   

 
 Theater ERCCS tied into the theater AE system. 

 
 A theater contingency and disaster casualty management plan to integrate theater, 

host nation, and coalition medical services; expeditionary medicine platforms; and 
the AE network. 

 
 During the operations at an airbase, tailored Air Force medical forces provide 
medical support to the population at risk (PAR), joint military personnel depending upon 
the local threat, and access to available AE organic and/or contracted aircraft.  They 
also work closely with LAF personnel to monitor operational threats and provide risk 
management data for maximum operational effectiveness.27 
   
 The theater health care system is tied together with a robust network of local, 
host nation, joint, and coalition medical force capabilities linked by air, ground, and 
naval evacuation platforms.28   
 

                                                 
24 AFI 48-101, Aerospace Medicine Enterprise. 
25 AFI 10-401, AF Operations Planning and Execution. 
26 AFI 10-401. 
27 AFI 48-101. 
28 JP 3-17, Air Mobility Operations and AFDD 3-17. 
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 When redeployment commences, medical force resources are used in the same 
manner as when deploying.  Larger assets are redeployed first with smaller elements 
providing ongoing care.   
 
Employment Tailoring 
 
 Medical force employment tailoring includes PAR support, rapid incremental 
employment, ACS force module employment, hub and spoke employment, or flexible 
tasking of an in-place force.  Each has benefits as well as risks to be weighed for the 
operation at hand.  In practice, when considered at the theater level, medical forces use 
these employment methods to optimize a theater medical system characterized by 
speed, responsiveness, flexibility, and agility.  The goal is to strike a balance in devising 
a medical operations plan that exploits the capabilities yet limits the risks that come with 
a light and lean system of capabilities.  The plan should be designed to maximize the 
commander’s capacity to stabilize, treat, stage, and evacuate casualties and patients 
from points of injury to definitive care on a worldwide scale.   
 
Rapid Incremental Employment 
 

Air Force medical forces possess the ability to insert forces into forward areas 
with a team tailored to the specific operational mission.  Tailored forces may include 
preventive medicine, primary care, trauma surgery, intensive care, and connectivity to 
the AE system.  Within this dynamic window of rapid deployment, combat and support 
forces compete for limited airlift into new airfields based on priority.  This priority is not 
always an “all or nothing” decision for the deployment of combat support forces.  
Rather, the decision may be a balanced response to increase combat support capability 
as the airfield opens and begins operations, or as requirements change.  When 
deploying, medical forces strive to ensure health protection capability arrives as early as 
the warfighters and minimizes the demand on limited airlift resources.    
 
 During the periods of opening and closing airbases, Air Force forces are at a high 
risk of injury or illness due to non-combat vulnerabilities such as poor food, water, or 
sanitation and industrial or occupational accidents.  The use of tailored medical forces 
allows a tiered approach to flowing medical capabilities in or out to match changing 
medical support requirements, mission or threat scenarios, availability of airlift, or the 
PAR.  Flowing in only essential medical capability on the first available aircraft provides 
the necessary force health protection yet maximizes the limited airlift available for 
competing priorities.  Additional medical capability flows in to meet requirements as 
operations dictate and airlift becomes available.  When Air Force forces redeploy, 
medical force capabilities decrease incrementally as the PAR decreases and the threat 
allows.     
 
Employment as Part of an ACS Force Module 
 
 During the planning stage leading up to an operation, force module elements are 
linked together in planning systems so they may be rapidly identified and tasked to 
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deploy.  Figure 4.1 depicts medical force capabilities integrated into each AETF force 
module with specific capability types and quantities based on the PAR in the force 
module and the typical force health protection threats found at most airbases.  Medical 
forces in ACS force modules are those required to provide direct support to an 
expeditionary unit conducting operations from one airbase.  For additional information 
on force modules, see AFDD 4-0, Agile Combat Support. 
 
 

 
AIR FORCE MEDICAL FORCE SUPPORT IN JOINT OPERATIONS 
 
 The following Air Force medical capabilities are provided to the JFC:   
 
 En route casualty support and responsiveness corresponding to the activities during 

the opening, establishing, operating, drawing down, and closing of air bases during 
the deployment, operations, and redeployment phases of operations.29  The 
capabilities of these medical forces allow precise insertion into forward areas with 
teams tailored to the specific medical mission, e.g., preventive or primary care 
medicine, trauma surgery, intensive care, or AE.  These capabilities are designed to 
support military forces when they are historically most vulnerable to illness and 
injury, and are most likely to lack access to medical care.   
 

                                                 
29 AFI 48-101, Aerospace Medicine Enterprise. 
 

Figure 4.1.  Air Force Medical Force Module Capabilities 
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 Responsive medical capability to support military or civilian medical requirements 
including those during stability operations.  The rapidly deployable and near-
immediate operational capability of air expeditionary medicine often makes the Air 
Force the most capable of all military Services to support such operations.  The use 
of expeditionary medical forces from the beginning to the end of operations ensures 
the COMAFFOR makes these limited forces available based upon priority and 
reconstitutes these forces for their primary airpower mission once other Services’ 
sustainment forces are able to deploy.    

 
Air Mobility and Medical Forces 
 
 Air Force air mobility and medical forces provide Service assets, in conjunction 
with the other Services, to form the worldwide patient movement system.  AE provides 
time-sensitive en route care of regulated casualties to and between medical treatment 
facilities using organic and/or contracted aircraft with medical aircrew trained explicitly 
for that mission.  AE forces can operate as far forward as aircraft are able to conduct air 
operations, across the full range of military operations, and in all operating 
environments.  Specialty medical teams may be assigned to work with the AE aircrew to 
support patients requiring more intensive en route care.    
 
 The Air Force description supplements the joint definition presented in JP 3-17, 
"AE is the movement of patients under medical supervision to and between medical 
treatment facilities by air transportation."30  This clarifies that to provide patient care in 
the aeromedical environment, Air Force AE crew members and specialty medical teams 
receive advanced training and education on the stresses of flight, altitude physiology, 
and medical equipment designed for the en route care system.  See AFDD 3-17, Air 
Mobility, for a detailed discussion of AE. 
  
 Within the ERCCS, the Air Force uses its capability to stabilize, prepare, and 
approve casualties or patients for regulated air transport to ensure they are transported 
to the right destinations.  The ERCCS provides commanders the ability to evacuate 
severely wounded or critically ill personnel to definitive health care while providing 
increasing levels of critical health care along the way and in the least amount of time.  
Other Services support key elements of the ERCCS by providing the majority of forward 
surgical care and rotary wing MEDEVAC.  The Air Force ERCCS is the backbone of the 
en route care system operated by air mobility and medical forces.  C2 over medical and 
mobility forces through the ERCCS resident in the COMAFFOR’s A-staff and the AOC 
enables near-immediate evacuation, strategic reach, and operational capability upon 
arrival.   
 
Hub and Spoke Operations 
 
 The Air Force theater medical support network is based upon a hub and spoke 
concept.  Deployed Air Force medical facilities are located at “hubs” and provide 
                                                 
30 JP 3-17, Air Mobility Operations. 
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expanded theater medical and surgical support to treat and return joint personnel to 
duty or to stabilize them for AE to more definitive care as needed.  The ‘spokes’ are 
relatively small teams that provide life-saving medical care and continuous force health 
protection and prevention services to joint personnel.  Figure 4.2 illustrates a notional 
hub and spoke operation.  Air Force medical hub and spoke operations leverage the 
integration of inter- and intratheater airlift to optimize the use of low density, high 
demand medical forces and enable rapid response to emergent medical needs at 
forward operating bases (FOBs).  The hub is the focal point for follow-on transshipment 
by intratheater assets to FOBs via spokes.  Hub and spoke operations enable the 
COMAFFOR, at the recommendation of the AFFOR/SG, to “push” medical capability to 
spokes based on anticipated or actual medical threats to the operational mission such 
as biological agent indicators.  Hub and spoke operations also allow commanders at 
spokes to “pull” medical capability when needed such as mobile forward surgical and 
casualty staging capability, PMI, blood, and biomedical equipment maintenance.  For 
more detailed discussion on hub and spoke, see AFDD 3-17, Air Mobility Operations, 
and JP 3-17, Air Mobility Operations. 
 
 The interdependence and synergy between medical forces and air mobility are 
demonstrated by hub and spoke operations where trauma, casualty staging, and AE 
forces from the hub are pulled to a FOB in response to a mass casualty scenario.  
Casualties are stabilized, staged, and evacuated back to the hub for a higher level of 
care and possible strategic evacuation.  Hub and spoke operations extend the ERCCS 
to at-risk FOBs that may not require full-time capability.    
 

 
 

Figure 4.2.  Notional Hub and Spoke Operations Medical Capabilities  
 
Accommodating Changes in Employment Missions 
 
 Medical forces deployed in support of one unit may be tasked to support forces 
performing an unrelated mission.  These missions are usually conducted by joint forces 
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or component forces of another Service in the same operational area as the airfield.  
Accommodating changes to missions require planning and direction by the A-staff and 
the AOC in coordination with the unit commander, usually in support of short notice, 
short duration missions.  Typically, these missions leverage the existing resuscitative 
surgical, critical care, and staging capability that offer immediate access to available AE 
organic and/or contracted aircraft.  The tasked medical unit has a support relationship 
with the requesting commander while ensuring the unit commander retains TACON of 
their organic medical capability.  The unit commander makes an assessment of 
shortfalls in medical capability that must be augmented or presented to the supported 
commander as risks to be accepted.  The supported commander may augment the 
medical unit with organic medical assets to enhance the overall capability and mitigate 
risk.  In most cases, changes in employment mission tasking cannot be planned 
exclusively at the tactical level but require the AFFOR/SG and the A-staff to make AE 
plans in support of the mission.  In-place medical forces tasked to support adjacent 
combat operations provide the supported commander the ability to rapidly plan and 
execute intense, short-duration combat missions supported by the immediate ability to 
stabilize, stage, and evacuate significant numbers of combat casualties and patients. 
 
EN ROUTE CASUALTY CARE SYSTEM 
 
 The ERCCS provides the JFC the ability to ensure injured warfighters receive 
lifesaving care from the point of injury to definitive care in the least amount of time.  
Medical forces are an integral piece of the air mobility and ACS forces which enable the 
ERCCS.  This integration, plus the C2 through the AOC’s AMD, allows the Air Force to 
perform in the most rapid manner possible.   
 
 The ERCCS begins at the first point of in-theater casualty or patient injury and is 
supported by available patient movement capability.  Critical care support begins with 
entry into the AE system and continues through increased levels of care to definitive 
care en route to CONUS-based MTFs.31  Expeditionary Medical Support (EMEDS), 
MTFs, and AFTHs are capable of simultaneously providing health services for deployed 
beddown locations and en route medical support.  EMEDS/AFTHs are incrementally 
expandable to provide enhanced resuscitative surgery/critical care capabilities.  
EMEDS/AFTHs extend the reach of strategic casualty evacuation for en route care, and 
can be collocated and supported by a contingency aeromedical staging facility (CASF) 
or MASF.  CCATTs are postured at en route locations and provide advanced care 
throughout transport.  Using AE crews supplemented with critical care specialists when 
needed, casualties and patients are moved via designated retrograde or in-system 
select aircraft through a facility with staging capability before being transferred by AE 
and PMI assets to definitive care en route or to CONUS-based MTFs.  
 

                                                 
31 JP 4-02 and FM 4-0, Health Service Support 
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Aeromedical Staging 
 
Aeromedical Staging Facility 
 
 The aeromedical staging facility (ASF) has a two-fold mission:  to provide support 
and continuity of medical care for patient movement and to serve as an integral link in 
the ERCCS.  The ASF has no surgical, lab, dental, x-ray, or blood bank capabilities.  It 
is designed for short-term, complex medical-surgical nursing care and limited emergent 
intervention.  Critically ill patients will receive care at the nearest MTF or by the CCATT 
at the ASF while awaiting airlift.  Patients with active patient movement requirements 
and medical/non-medical attendants may transit through the ASF. 

 
Mobile Aeromedical Staging Facility 

 
 A MASF is a deployable, tented asset used for temporary staging, casualty care, 
and administration support during contingency operations.  It is located at an airfield 
capable of supporting organic and/or contracted aircraft.  It supports the tactical 
interface between Service or coalition MTFs and the AE system, providing a short term, 
limited space holding capability for patients entering the AE system.  These facilities are 
joint, coalition or Service-specific and are located at major air hubs overseas and in 
CONUS. 
 
Contingency Aeromedical Staging Facility 
 
 A CASF is a modular and expeditionary resource supporting the full spectrum of 
worldwide contingency operations.  A CASF is capable of sustaining 24-hour 
operations.  Personnel packages can be customized for the CASF according to mission 
requirement.  It provides patient reception, complex medical-surgical nursing care, and 
limited emergent intervention.  Employed CASFs ensure patients are medically and 
administratively prepared for flight and coordinate with all Service medical and 
transportation elements to accomplish patient movement.  Patients requiring extensive 
medical treatment or critical nursing care remain in the MTF until arrangements have 
been made for transfer.  Patient holding times may range from between 12 to 72 hours 
and are very dependent upon the arrival of the earliest opportune aircraft for which a 
patient can be prepared for AE. 32  
 
Air Force Theater Hospital  
 
 The AFTH provides dedicated in-theater and en route medical support.  AFTHs 
are located at critical strategic airlift hubs to stage casualties from the operational area 
or en route airlift staging bases as patients move to definitive care.  Several teams 
augment the AFTH to provide the appropriate level of medical support at or above a 25-
bed capacity.  Specialty and ancillary teams are generally centralized at one to three 
mature theater hospitals.  Mature theater hospitals normally house 50 beds or greater 

                                                 
32 AFTTP 3-42.53, Contingency Aeromedical Staging Facilities (CASFs) 
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with a full complement of medical specialties.  Contingency-specific needs drive 
deviations.33  In coordination with the geographical combatant command, AFTH may be 
designated a reintegration facility and will be prepared to receive recovered isolated 
personnel in support of the personnel recovery reintegration process. 
 
En route Fixed Medical Treatment Facilities 
 
 En route fixed MTFs provide dedicated medical support to casualties and 
patients en route to definitive care.  These facilities are joint or Service-specific and are 
located at major air hubs in an operational area and in CONUS.  Because of distances, 
patient acuity, stresses of AE to severely injured patients, en route fixed MTFs are 
designated to provide stabilization, resuscitative, and initial/definitive care to casualties 
transiting the AE system. 
 
Critical Care Air Transport Team 

 
 CCATT is a specialty care or critical care team authorized operational support 
status that can be added to the basic AE crew to provide a higher level of care to 
critically ill patients during AE staging and flight. When in flight, the CCATT physician is 
responsible for clinical decisions and care concerning the critically ill patient(s) and 
works under the operational direction of the MCD for mission management and the 
aircraft commander for operational management. In the event of potential threats to the 
aircraft or crew, during most contingency operations, casualties will be brought quickly 
to the flight line where they will be assessed on or near the aircraft.   
 
Aeromedical Evacuation Crew Member  

 
Aeromedical evacuation crew members (AECMs) provide in-flight patient care on 

any aircraft using medical equipment that meets airworthiness testing certification 
standards. Crewmembers have completed specific training requirements and are 
knowledgeable about the stresses of flight and effects of altitude on patients, basic 
trauma skills, and patient safety.  AECMs are experts on the interface between aircraft 
systems and medical equipment to meet patient care requirements. The basic 
aeromedical evacuation crew may be tailored to support the patient needs and 
requirements.  Crews can also augment any ground UTC requiring additional clinical 
management or mission support capability.  During execution of the AE mission, AE 
crews and CCATTs are directed by air operations center in control of the airlift mission, 
i.e., AECT/AMOCC for theater or tanker airlift control center for intertheater airlift. 
 
MEDICAL LOGISTICS 
 
 The medical logistics system provides support and sustainment to AETF medical 
forces.34  The medical logistics function includes planning for blood and other 

                                                 
33 JP 4-02. 
34 AFI 41-209, Medical Logistics Support. 
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transfusion products.  Medical planners and personnel implement the logistics and 
blood distribution processes to meet the deployment and sustainment challenges of 
deployed forces.  For additional information, see Air Force Tactics, Techniques, and 
Procedures (AFTTP) 3-42.81, Expeditionary Medical Logistics. 
 
Expeditionary Medical Logistics 
 
 The Expeditionary Medical Logistics (EML) system provides tailored logistics 
packages to the deployed medical unit by using a predetermined supply chain.  Both 
concepts are required to meet deployment and sustainment challenges.   

 
 The expected results of fielding focused logistics capabilities include a timelier 
and precise delivery of mission-ready forces and their essential support to the joint force 
commander’s specified destinations.  Expected results also include a right-sized (and 
potentially reduced) support footprint in the operational area and more cost-effective 
logistics support for the warfighter. 

 
 The EML process uses a sustaining base to receive a deployed medical unit’s 
requirements and to process orders to approved vendors or depots that meet strict Air 
Force availability, time, and shipping criteria.  Commercial transportation is used as far 
forward as possible and may connect with the military transportation system.  The EML 
system is the linking process for a complex supply chain. 
 
Air Force Medical Logistics Operations Center 
 

The Air Force Medical Logistics Operations Center (AFMLOC) is central to Air 
Force medical supply chain management.  It is the focal point for coordinating and 
integrating medical logistics planning and support.  The AFMLOC functions as the 
supply chain manager and creates and maintains responsive, visible sustainment to 
deploying and deployed forces.35  The AFMLOC integrates information, commercial 
technology, logistics, and transportation strategies to meet the full spectrum of 
operational requirements. 
 
Medical Logistics Management Center 
 
 In theater, there may be a jointly staffed Medical Logistics Management Center 
linked to the combatant commander (CCDR), JTF/SG, AFFOR/SG, deployed medical 
units, CONUS sustaining base, or the AFMLOC.  The Medical Logistics Management 
Center supports the theater medical logistics manager by providing medical asset 
visibility and facilitating materiel movement. 
 

                                                 
35 AFI 41-209  



26 
 

Patient Movement Items 
 
 PMI are the jointly designated supplies and equipment necessary to support 
patient movement within the AE system.36  USTC is the PMI system manager; the 
USAF/SG is the program execution agency responsible for resourcing, maintaining, and 
recycling PMI to support contingency operations for patient movement.  Headquarters 
Air Mobility Command SGXL is the program management, execution, and action office 
for the Air Force.  Medical logistics and AE personnel manage inventory availability at 
PMI centers, cells, and nodes and ensure asset visibility and flow of PMI through 
available transportation methods to meet requirements.  Asset visibility is provided via 
the PMI tracking system (PMITS).  Deployed PMI system teams collocate at key 
interface points and theater MTFs to provide initial AE operational capability, sustain AE 
operations, and minimize equipment turnaround time.  During contingency operations, 
PMI assets and PMITS requirements are initially identified by the CCDR and pushed to 
support patient movement at key patient insertion points in the AE system.  Steady-
state PMI support is supplied by the combatant command as required.  For additional 
information see AFTTP 3-42.5, AE, and AFTTP 3-42.8, Expeditionary Medical Logistics 
(EML) System. 
 
 
ENGAGEMENT, COOPERATION, AND DETERRENCE OPERATIONS  
 
 As the Air Force is increasingly called upon to conduct civil-military or 
humanitarian operations with interagency organizations or nongovernmental 
organizations (NGOs), Air Force medical forces may be required to support stability 
operations, build partnerships, and partner capacity.  They accomplish this by 
leveraging military health engagement and training opportunities to demonstrate and 
enhance language and cultural capabilities that are valuable for all operations. 
 
Medical Stability Operations  
 
 The DOD considers medical stability operations (MSO)37 a US military core 
mission.  Air Force medical forces are prepared to conduct these operations throughout 
all phases of conflict and across the range of military operations, including both combat 
and non-combat environments.  Through these activities, security cooperation is 
strengthened; partner capacities are increased; US Air Force global partnership 
strategies are enhanced; and security cooperation, as a joint capability area, is further 
enabled.38   

                                                 
36 AFTTP 3-42.5, AE and AFTTP 3.42.8, Expeditionary Medical Logistics (EML) System. 
37 DODI 6000.16, Military Health Support for Stability Operations. 
38 USAF Medical Service GHE Concept of Operations (CONOPS), HQ USAF Assistant SG for Health 
Care Operations. 
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Medical Stability Operations 
 

     Air Force medical forces have robust capabilities to conduct MSO.  They 
include, but are not limited to:  the International Health Specialist (IHS) 
program; Defense Institute for Medical Operations (DIMO), a joint agency for 
which the AFMS is the executive agent; mobile training teams (MTTs) to train 
host nation personnel; EMEDS for rapid ground and air support; personnel 
with foreign language skills; personnel with IHS special experience identifiers; 
Air Force Special Operations Command irregular warfare/medical stability 
operations (IW/MSO) division; subject matter experts and strategic planning 
cell dedicated to the AFSOC IW/MSO program; and Air Force medical 
consultants as subject matter experts for reachback.   
 

     To better enable the AFMS to meet stability operations tasks, the following 
new initiatives are currently under development:  synchronization of AFMS 
GHE through the medical readiness global health division and development of 
EMEDS health response teams (EMEDS-HRT) to provide rapid deployable 
modular patient care for humanitarian assistance and disaster relief.  The 
EMEDS-HRT include capabilities for interagency coordination, regional health 
expertise, and cultural/language proficiency to establish and sustain 
relationships with partner nation military forces and key partners. 
 

     To meet the objectives laid out in DOD Instruction 6000.16, the AFMS 
continues to develop GHE capabilities to support MSO requirements.  
Personnel are prepared to work closely with relevant US government 
departments and agencies, foreign governments and security forces, global 
and regional international organizations (IOs), US and foreign NGOs, and the 
private sector.  For more details regarding MSO refer to DODI 6000.16, and 
US AFMS global health engagement concept of operations.   

  
 
 Air Force medical forces engaged in MSO enhance partner nation health 
capacity by providing appropriate health services and training, conducting humanitarian 
assistance/disaster relief (HA/DR), or while improving the health surveillance/force 
health protection/AE capability of partner nation military forces.  To meet these 
requirements, AFMS consultants advise partner nation on global health engagement 
(GHE) and MSO initiatives.  They also identify and cultivate medical force personnel 
with International Health Specialist (IHS)-specific competencies and unique language 
and culture skills.  The gathering and disseminating of lessons learned from GHE/MSO 
is essential to developing suitable GHE/MSO exercises and operational plans in support 
of theater and Air Force campaign support plans. 39 

                                                 
39 USAF Medical Service GHE CONOPS, HQ USAF Assistant SG for Health Care Operations. 
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Global Health Engagement  
 
 GHE is the primary means by which Air Force medical forces perform tasks to 
establish, reconstitute, and maintain host nation health sector capacity and capability.  
The Air Force uses GHE, as part of an approved security cooperation program, to 
partner with other nations to achieve security cooperation objectives through medical-
related stability activities, military and military-to-civilian consultation and training in 
public health and preventive medicine, disaster or outbreak response, exercises, 
disease surveillance, medical and dental civic action programs, and force health 
protection.  

 
Air Force medical forces use unique skill sets in facilitating interaction with world 

health care and supporting the COMAFFOR in all areas of interest, executing global 
strategy and providing a smooth transition for forces deploying into a country or theater.  
Medical forces may be the initial or sometimes the only tool used to facilitate beneficial 
international relations and promote productive engagements with international partners 
and allies.  International medical activities can range from HA/DR to peacekeeping 
operations to support for major conflicts.  Air Force medical personnel can be 

      The combat casualty care course (C4) conducted in Chile is an 
illustration of building health capability and capacity within a nation.  For over 
10 years the AFMS has worked with the medical leaders of Chile to export 
the US military C4 course.  The long-term plan was to have Chile conduct the 
course and export it throughout the region through their peacekeeping center.  
All peacekeepers are required to have some medical training and the C4 
course went above and beyond to meet that medical training need for their 
deploying medical peacekeepers.  More than 15 separate nations have 
participated in this course along with civilians (emergency responders) in 
Chile.  An example of a successful outcome was when Chile deployed their 
mobile medical teams and equipment in response to the Pisco, Peru 
earthquake. Chilean services arrived with their medical teams, all of which 
were interoperable, and were located near the US medical response team.  
The vision of cooperative health engagement (CHE) was complete. There 
were multi-Service medical teams from Chile working the same regional 
disaster as the US.  It was clear that the total regional medical resilience had 
been increased through this long-term CHE in which all countries benefited.  
Even NGOs integrated in this specific peacetime response. The previous 10 
years of training came to fruition as part of this long-term health strategy.  
 

                                   —Col Sean Murphy and Col Dale Agner, 
Military Medicine, August 2009 
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embedded into any echelon to assist in planning, deploy on missions, support 
interoperability, and assist in developing appropriate health service support activities.  

  
Global Medical Operations in Support of Security Cooperation  
 
 Seamless interoperability in military and civilian partnerships optimizes the health 
care of US and allied military personnel.  Air Force medical personnel specializing in 
international health care support the COMAFFOR’s missions and specific regional goals 
through their interface with world health care organizations.  This includes accurate 
assessment of available medical resources and coordination with many military and 
civilian agencies.   
 
Disaster Response 
 
 Air Force medical forces are capable of rapid response to augment primary local 
agencies and resources in disaster situations.  An EMEDS, for example, can be 
deployed in any disaster area and brings expertise and skills in preventive aerospace 
medicine, biological testing, bioenvironmental engineering, radiological assessment, 
infectious disease identification, medical patient decontamination, and mental health.  
Additional individual or team specialists are available to meet the specific needs of the 
disaster situation depending upon their availability within the local MTF.  These 
additional specialized capabilities may include immediate medical response, in-patient 
support, pharmacy, and public health threat surveillance.  EMEDS must have base 
operations support services in order to be employed and sustained.   
 
Medical Counter-Chemical, Biological, Radiological and Nuclear Threat Response 
Capabilities 
 

Air Force installation commanders can leverage the MTF’s Medical Counter-
CBRN incident response capability to respond to an incident or disaster.  Air Force 
installation commanders at foreign locations will follow Department of State, theater, 
and MAJCOM guidance when assisting local authorities.    This capability can minimize 
loss of life and human suffering as well as mitigate great property damage.  Air Force 
medical forces support the installation commander within the following team capabilities:  
patient decontamination team, pharmacy team, bioenvironmental engineering team, 
laboratory biological detection team, field response team, triage team, clinical team, 
mental health, nursing services, and manpower/security team.40    

 
Integration with Special Operations Forces 
 
 Operational medical forces are provided in direct support of special operations 
forces (SOF) through Air Force Special Operations Command (AFSOC).  Training is 
unique and extensive, and deployments do not typically follow the usual medical force 

                                                 
40 AFTTP 3-42.32, AFI 41-106, AFI 10-2501, DODI 6055.17, and DODI 6200.03. 
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construct.  Because organic capabilities are limited, reliance and integration with rear 
echelon support medical care or collocated medical facilities is critical.  
 
Special Operations Forces and Conventional Forces Planning Considerations 
 
 SOF may be equipped with a small medical contingent designed to rapidly 
stabilize casualties for transload of their assets to quickly return to the fight.  In addition 
to providing medical support to SOF operators in forward areas, SOF medical forces 
perform casualty evacuation (CASEVAC) missions, assist with personnel recovery, and 
support infiltration and exfiltration missions.  AFSOC medical personnel fall under the 
C2 of the special operations CCDR and subordinate line special operations 
commanders.  SOF and conventional planners are responsible for identifying 
requirements for, and to obtain conventional AE support at forward airbases, aligning 
the SOF CASEVAC and the conventional ERCCS.41  It is imperative that SOF and 
conventional planners identify en route medical and AE support requirements to ensure 
appropriate patient transfer during transition to the conventional medical system. 
 
AFSOC Operational Medical Capabilities  
 

Deployed medical capabilities are primarily aligned with Air Force special 
operations forces (AFSOF) operational units and consist of SOF medical elements 
composed of flight surgeons, independent duty medical technicians, and specialized 
aeromedical physician assistants, and pararescue jumpers (PJs).  AFSOF medical 
elements, frontline trauma specialists, provide first responder and forward resuscitative 
care for AFSOF and other SOF.  The PJs provide primary care, force sustainment, 
advanced trauma life support, advanced cardiac life support, preventive and aerospace 
medicine, and casualty evacuation support from forward areas to the SOF air-ground 
interface point, usually at the SOF intermediate or forward staging base (ISB/FSB) 
under night or day operations. PJs are line combatants with training to render trauma 
medical support in threat environments and increased risk scenarios.  PJs are 
specifically trained as crew members and for combat surface operations either 
independently or in conjunction with other SOF teams. 

 
 
AFSOC can readily increase its medical capability at a staging base by adding 

AFSOC specialty operation teams i.e. surgical, critical care evacuation, medical element 
augmentation or other medical UTCs.  Conventional medical and/or AE assets may also 
be integrated with organic SOF medical capabilities to enhance medical and AE support 
as requirements dictate.  At the ISB/FSB, casualties transition to the conventional 
medical regulating and AE systems. 
 
 
 

                                                 
41 AFDD 3-17. 
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Humanitarian Assistance and Disaster Relief 
 
 Disaster relief (sometimes called HA/DR) is a high profile type of foreign 
humanitarian assistance (FHA) mission that is executed upon request from other 
nations, often through their ministries of health or equivalent organizations to US 
embassies. The request is coordinated through the State Department and the CCDR for 
approval and mission prioritization, after which Services are tasked or volunteer to 
support the approved requirements. Air Force medical personnel support DR in 
typhoons, earthquakes, floods, complex post-conflict humanitarian operations, etc.  DR 
operators should coordinate all efforts with the host nation, the US chain of command, 
the USG lead agent, other US government agencies, intergovernmental organizations, 
and NGOs involved in the response, especially when coordinating the use and need of 
supplies and equipment to ensure interoperability. The US Agency for International 
Development Office for Foreign Disaster Assistance is usually the initial lead USG 
agency in a disaster response with DOD in support. 
 
 FHA can be offered both in response to acute needs, such as the US role in the 
international community’s response to an event, or as part of ongoing security 
cooperation activities. These activities support development of improved host nation 
health care infrastructure and interoperability. Other types of FHA missions include 
dislocated civilian support, security missions, technical assistance and support 
functions, and foreign consequence management all of which will required unique global 
health input from air force medical personnel. The AFMS also plans, executes, and 
participates in humanitarian and civic assistance to host nations that include medical 
readiness training exercises. The humanitarian benefits of these missions may be 
integral to security interests of the US and the host nation and should fit cleanly into 
CCDR and AFFOR security cooperation objectives. 
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Air Force Medics Evacuate Critically Ill from Haiti 
 

          In January 2010, a three-member critical care air transport team 
(CCATT) from Wright-Patterson Medical Center deployed to provide 
aeromedical evacuation (AE) support for earthquake victims in Port au Prince, 
Haiti.  This was the first CCATT mission in support of Operation Unified 
Response. 
 

 The Wright Patterson CCATT and the 45 AE Squadron at MacDill AFB, 
FL, combined for initial staging.  On 20 January 2010 they departed for Port 
au Prince, picking up critically injured patients and evacuating them to 
hospitals in south Florida.  While airborne, team members were in contact with 
emergency medical services in Florida, identifying the types of patients 
onboard so ground teams were prepared to receive them and provide 
transport to local trauma and pediatric medical centers.  The CCATTs 
transported numerous crush injuries, burns, amputees and closed head 
traumas.  Shortly after that mission, two additional CCATTs from Keesler AFB, 
MS and Wright-Patterson joined the team to move critically injured patients.   
 

 AE operations in Haiti were managed by a combination of specialists at 
a mobile aeromedical staging facility (MASF) and by an AE liaison team 
(AELT).  While the MASF provided triage and stabilization for patients, the 
AELT was responsible for coordinating dedicated airlift with the Air Mobility 
Command’s 618th Air Operations Center (Tanker Airlift Control Center) at 
Scott AFB, IL.  
 

 The Air Force’s medical response also included a group of special 
operations forces medics from Hurlburt Field, FL, who were already on the 
ground in Port au Prince, helping to free those trapped in rubble by providing 
emergency surgical intervention.  By 26 January 2010 a total of 20 patients 
were evacuated, which about half were pediatric patients. 

 
       —88th Air Base Wing Public Affairs 
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CHAPTER FIVE 

 
HOME STATION PLANNING AND EXECUTION 

  
HOMELAND OPERATIONS 
 
 The AFMS provides responsive medical platforms to support local, state, tribal, 
and federal contingency operations.  The flexibility of these platforms, whether using 
expeditionary medical capabilities, home station medical, or medical contingency 
response teams, is the key to enabling a quick, decisive response to any disaster.   

 
 Air Force installation commanders have the authority to develop mutual aid 
agreements for partnership with the surrounding communities when incidents or 
disasters occur.42 This partnership enables the indigenous capabilities of a base to 
survive an incident and, when available and authorized, to project mutual aid and 
support to the local community to minimize loss of life and human suffering, mitigate 
great property damage, and maintain readiness for the warfighting mission.  Installation 
commanders should ensure full participation of all appropriate base first responders 
and, in coordination with local, state, tribal, and federal authorities, respond to local 
disasters.  Participation from all designated installation resources is paramount to 
ensure success. 
 
 Air National Guard medical force capabilities are available to support state 
responses to catastrophic incidents at the direction of their governor.  State-to-state 
agreements allow governors from adjacent states to respond very quickly to offer civil 
support.   
 
 During larger incidents such as major hurricanes, tornados, floods, or terrorist 
attacks, local resources can be quickly overwhelmed.  National Guard response 
capability to a CBRN incident at the state level includes the weapons of mass 
                                                 
42 AFDD 3-27, Homeland Operations. 

     Our vision for seamless health service support to the USAF and 
combatant commander drives our mission to be a quality, world-class health 
care and health service support system for eligible beneficiaries anywhere in 
the world at any time.  Our mission areas of operational and home station 
health care underscore our uniqueness as a health care system with a group 
of highly trained and motivated set of health care professionals who are 
trained, current, and deployable.   

 
    —Lt Gen Bruce Green, Air Force Surgeon General 
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destruction-civil support teams, and the CBRN enhanced response force packages.  
The National Guard is creating homeland response forces, which provide lifesaving 
capabilities, decontamination, emergency medical, security, and C2.  Homeland 
response forces are a regional capability controlled by their governors, which works 
closely with the Federal Emergency Management Agency (FEMA) regions.  Collectively, 
protected expeditionary medical support systems provide scalable national and 
deployable medical capability to bridge the gap between initial National Guard response 
and regular Air Force capabilities. 
 
 Air Force medical forces may be tasked to provide support in accordance with 
the National Response Framework, to include defense support of civil authorities.  
AFMS supports validated lead federal agency requests for assistance as identified in 
FEMA mission assignments through the JTF commander.  For additional information, 
see AFDD 3-27, Homeland Operations. 
 
 Air Force medical forces coordinate the development and implementation of 
relevant homeland operations with several oversight committees or agencies.  These 
committees and agencies may include:  sister Services (joint); NATO; USNORTHCOM; 
regional contingency response working groups such as Department of Veterans Affairs; 
Department of Homeland Security; Department of Health and Human Services; the 
National Disaster Medical System Service Director (transferred to Air Force Medical 
Operations Control); and a plethora of oversight committees such as the DOD 
Installation Protection Steering Group and the Force Protection Steering Committee.43 

 
  
 
  

 
        

                                                 
43 DODD 6010.22, National Disaster Medical System. 
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CONCLUSION 
 
 Air Force warfighters depend on the expertise of medical forces to provide 
expeditionary, home station, or en route patient care in support of the range of military 
operations worldwide.  Medical force capabilities should be increasingly flexible and 
adapt quickly to meet the needs of global missions, thereby providing the necessary 
medical capabilities to CCDRs.  The AFMS provides full spectrum medical support to 
Air Force, joint, and multinational operations through effective employment of its total 
force of regular, Reserve, and Air National Guard personnel. 
 
 AFMS capabilities are essential to ACS and are integral components of other 
Service and joint doctrine.  Unique capabilities such as the en route casualty care 
system and an international health specialist program complement the core mission 
capabilities that Air Force medical personnel employ to meet both peacetime and 
wartime mission requirements.  Along with expeditionary support, Air Force medical 
forces sustain home station operations, restoring health to military and civilian 
personnel, optimizing and sustaining human performance, preventing illness and injury, 
and promoting healthy and fit warfighters.  
 
 The Air Force nurtures professional alliances through building global partnerships 
to promote cooperative relationships with other nations and cultures.  In turn, this allows 
Airmen to react and respond to future needs in a variety of ways that help to strengthen 
security cooperation, increase global partner nation capacity, and enhance Air Force 
global partnership strategies.  Security cooperation is critical to providing the highest 
quality medical care and expertise on a global scale. 
 
 Medical forces should be prepared to meet the constantly changing need for 
tailored medical capabilities for any given scenario.  By exploiting the newest 
technologies, improving educational or skill-training methods, and expanding 
partnerships at home and abroad, medical forces can ensure continual flexibility and 
vigilance in understanding and responding to the ever-changing needs of the warfighter. 
 

 
 
 
 
 
 
 
 
 
 
 

AT THE HEART OF WARFARE LIES DOCTRINE… 
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APPENDIX ONE  
 

PARTNERSHIP SUPPORT AGENCIES 
 
 International Health Specialists.  The IHS program44 develops Air Force medical 

personnel to support global operations throughout the full spectrum of military 
operations.  IHS medical personnel have international and operational medical skills, 
civil-military and interagency medical knowledge, cultural expertise, and language 
proficiency.  They foster partnerships with military, civilian, coalition, or interagency 
personnel and they advise CCDR, NAF/SG or the AFFOR/SG on the role of Air 
Force medicine in support of global health engagement initiatives.     
 

 Defense Institute for Medical Operations (DIMO).  DIMO provides training for host 
nations using medical experts in a variety of medical topics and health care 
education and training, improving medical capabilities of both military and civilian 
agencies, and strengthening international coalition capabilities and partnerships.  
Host nations improve their national health care system infrastructure through 
acquiring the needed theory, concepts, and educational tools that focus on areas of 
improvement which support their national goals. 
 

 Advanced Aerospace Medicine for International Medical Officers (AAMIMO).  
The AAMIMO program offers international medical officers an in-depth training 
experience in aerospace medicine that supports the development of coalition nation 
military medical systems and provides AFMS medics a unique opportunity to learn 
from and interface with participating medical personnel. 
 

 Combat Aviation Advisors.   The Air Force combat aviation advisor mission 
includes a cadre of medical personnel who focus on medical training and health 
services support.  Although the focus often centers on aerospace medicine, several 
other areas of medicine can be primary areas of interest such as CASEVAC, AE, 
and field/deployed medicine.  The result is an improved coalition nation aerospace 
and military medicine program and a group of AFMS experts able to provide focused 
advice to the US command structure. 
 

 Theater Special Operators.  Special operations support a wide-range of military 
medical activities.  Medical planners are postured in various combatant commands, 
providing direct Air Force medical support to the planning and execution of special 
operations involving health care.   

 
 Military Personnel Exchange Program.  AFMS personnel play an integral role 

developing a requirement for a specific MPEP in a host country with the goal of 
working towards interoperability with that country.  Medical personnel help establish 
the need for a Military Personnel Exchange Program and develop a plan for future 
exchanges.  This allows US Air Force medical personnel to deploy to other nations 

                                                 
44 AFI 44-162, International Health Specialist Program 
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and gain a full understanding of their capabilities.  This experience enhances 
interoperability and complements medical care given during military operations.  
Additionally, AFMS personnel are exposed to international medicine when 
international participants integrate into US organizations as part of the exchange 
process. 

 
 International Academic Training.  Medical personnel deploy with teams who 

assess health services support in a country or region, develop a strategic 
cooperation plan to support educational or academic requirements, and recommend 
training or other activities to the country team or military group who coordinates 
efforts throughout the operational area.  Several AFMS organizations support 
international training at CONUS-based locations through processes that allow 
security assistance officers to send coalition nation military medics to the US. 

 
 Foreign Humanitarian Assistance (FHA).  FHA programs are long-term activities 

conducted to relieve or reduce conditions presenting a serious threat to life or that 
can result in great damage to or loss of property.  Conditions may be the result of 
natural or manmade disasters or the prevailing socioeconomic climate.  FHA 
programs are normally the responsibility of the host nation civil authorities.  
However, AFMS personnel have knowledge of regional assets and the ability to 
coordinate disaster management response activities with surrounding countries per 
US Embassy or other US governing agency direction.  Examples include consulting 
on the construction of health clinics or fresh water wells or educating host nation 
personnel in preventive medicine and public health principles.  
 

 Countries of Transition and Post-Conflict.  AFMS personnel play a major role in 
transition operations through the planning process and assisting civilian 
organizations to develop their roles and responsibilities in health care.  Transition 
operations may include rebuilding hospitals and establishing supply warehouses.  
The AFMS role in rebuilding the health care system in Afghanistan and Iraq serve as 
good examples of this transition requirement.  The AFMS team members support 
provincial reconstruction teams and embed training teams as they implement joint 
military medical goals.  Subject matter expertise is provided and interface directly 
with host nation medics to help them establish a self-sufficient health care system.  
Understanding health care principles and culture impacts are essential to avoid 
trying to impose a US solution on a host nation situation.   
  

 Peace Operations.  The deployed medical commander should be aware of special 
technical agreements with other Services and agencies regarding emergency care 
services and health care logistics.  Medical and dental civic action programs can 
generate a positive response from the local populace towards military personnel if 
they are properly integrated into the US government security cooperation plans.  
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APPENDIX TWO 

 
LAW OF ARMED CONFLICT 

 
 The law of armed conflict (LOAC) is a body of laws consisting of several treaties 
and “customary international law”—once a practice becomes generally accepted as a 
legal rule by the international community, it becomes customary international law and 
universally binding.  Medical forces are subject to special rights and obligations under 
LOAC. 
 
 LOAC (also known as the law of war) serves to protect members of  the civilian 
population from the direct effects of battle by making a distinction between those who 
take part in the fighting, (commonly referred to as combatants) and those who do not, 
primarily individual civilians and the civilian population as a whole.  It further provides for 
the protection of military wounded, sick, and shipwrecked, and respect for military 
medical personnel, medical units, and transports.  Permanent medical personnel in the 
armed forces are noncombatants and the enemy cannot lawfully target them.  However, 
this protection is given only if the member is exclusively engaged in medical duties. 
Commanders should consult with their servicing Staff Judge Advocate before utilizing 
medical personnel for any non-medical duties to ensure their protected status is not 
jeopardized and that LOAC is fully complied with at all times.  Performance of any non-
medical duty removes the protection—the Geneva Conventions ID Card (DD 1934) 
must be withdrawn, and the brassard displaying the distinctive emblem (Red Cross), 
removed.3 For example, if an ambulance driver is tasked with driving another vehicle 
forward with ammunition (prior to evacuating casualties rearward), the driver would not 
be exclusively engaged in medical duties, and may be targeted. 
 
 Medical facilities are protected from attack provided they are exclusively engaged 
in their humanitarian function.  However, if they are used in a manner inconsistent with 
their function (e.g., used to store weapons or as a staging area to launch an attack 
from) they may forfeit their protected status and may be attacked.  Commanders should 
ensure medical forces resources and facilities, including mobile units, are situated in 
such a manner that attacks against military objectives cannot imperil their safety.  In an 
international armed conflict, the Geneva Conventions define captured permanent 
medical forces personnel as “retained personnel,” not as prisoners of war (POWs).  
However, performance of combat-related functions, such as the ambulance driver in the 
example above, would result in such personnel being POWs upon capture.  POWs may 
be detained until the end of hostilities, whereas retained personnel are held by the 
enemy to perform their medical duties for as long as the state of health and the number 
of POWs require.  By contrast, medical retained personnel are repatriated when their 
services are no longer indispensable and operational circumstances permit.45 
 

                                                 
45 Joint Publication 3-63, Detainee Operations. 
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 There is a further category, “auxiliary” medical force personnel, defined as those 
members of the armed forces who are specially trained to act, when the need arises, as 
“temporary” hospital orderlies, nurses, litter-bearers, etc.  In this context, “temporary” 
means the exclusive discharge of medical duties or functions for limited periods.  
Auxiliary medical force personnel must wear a brassard displaying the distinctive 
emblem (Red Cross) only while carrying out medical duties.  Auxiliary medical forces 
personnel are entitled to protection as noncombatants only if they are executing medical 
duties at the time contact is made with the enemy and are not otherwise engaged in 
acts harmful to the enemy.  Auxiliary medical forces personnel must not be targeted 
while carrying out their medical duties, but if captured during international armed conflict 
they become POWs rather than retained persons.  Consequently, they have no 
expectation of repatriation prior to the end of hostilities.  For more information, see AFI 
51-401, Training and Reporting to Ensure Compliance with the Law of Armed Conflict 
and DODD 2311.01E, DOD Law of War Program. 

 
GENEVA CONVENTIONS 
 
 The US is a party to the Geneva Conventions and all medical and LAF forces 
should thoroughly understand the provisions that apply to medical activities.  Violations, 
which can result in the loss of the LOAC protection, occur when medical forces, or the 
distinctive emblem, are used or engaged in any activities inconsistent with a 
noncombatant role.  For example, performing entry control point and static resource 
guard duties for non-medical units are both duties inconsistent with noncombatant 
status.  Other examples include manning or helping to man the perimeter of non-
medical facilities, such as unit trains, logistics areas, or base clusters; the manning of 
any offensive-type weapons or weapons systems; or being ordered to engage enemy 
forces other than in self-defense or in the defense of patients, facilities, and the supplies 
and medicines used to treat those patients.   
 
 Conflicts within the joint operating environment now and in the future pose 
additional issues because adversaries within non-state organizations are neither 
signatories nor adherent to the Geneva Conventions. Some irregular tactics of 
adversaries include purposeful attacks against military and civilian health and 
humanitarian personnel and assets. Even within this environment the US military 
adheres to and honors the law of armed conflict at all times. 
 
Possible Consequences of Violating Geneva Conventions: 
 
 Risk that protected status for the medical unit and personnel will be forfeited. 

 
 Risk that medical facilities and evacuation platforms (including aircraft on the 

ground) are attacked and destroyed by the enemy. 
 

 Risk that medical personnel being treated as POWs rather than retained personnel 
and risk of them possibly being tried and punished for war crimes.   
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 Criminal prosecution for grave breaches of the Geneva Conventions. 
 

Examples of Violations of the Geneva Conventions: 
 

 Making medical treatment decisions for the wounded and sick on any basis other 
than medical priority, urgency, or severity of wounds. 
 
 

 Marking non-medical unit facilities and vehicles with the distinctive emblem (Red 
Cross) or making any other unlawful use of this emblem. 
 

 Using medical vehicles marked with Red Cross for transporting non-medical related 
troops, equipment, and supplies. 
 

 
Detainee Operations  
 
 Medical forces must be prepared to provide medical care and treatment to a 
variety of individuals being detained by US forces on operations.  The inhumane 
treatment of detainees is prohibited by international and domestic law (including the 
Uniform Code of Military Justice) and DOD policy. The program for medical force 
support in detainee operations should comply with the principles, spirit, and intent of 
LOAC, including the Geneva Conventions.  To the extent practicable, medical treatment 
of detainees should be guided by professional judgments and standards similar to those 
that would be applied to US forces personnel. 
 
Self-Defense 
 
 Medical forces may carry only light individual arms for their own defense and the 
defense of the sick and wounded in their charge.  This does not mean they may fire on 
an advancing enemy.  However, if the enemy is attacking and ignoring the marked 
medical status of the personnel or facility, personnel may consider using force in self-
defense (though the dangers of being viewed as a combatant should be self-evident).  
In addition, medical forces may defend medical personnel, facilities, and patients from 
violent criminal elements, and even from unrest within the facility.  For more detailed 
information on LOAC and the Geneva Conventions please refer to the following 
publications:  The Military Commander and the Law; Air Force Operations and the Law; 
A Guide for Air, Space and Cyberspace Forces; JP 4-02; Health Service Support; JP 3-
63, Detainee Operations; and Title 10, United States Code. 
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APPENDIX THREE 

 
ROLES AND RESPONSIBILITIES OF MEDICAL AGENCIES 

 
Air Force Medical Service  
 
 The AFMS, led by the Air Force Surgeon General (AF/SG), is the Air Force 
agency responsible for medical planning, programming, policy, and execution of Service 
medical operations.46  Unlike the medical functions in other Services, the AFMS is not in 
itself an organization with its own chain of command, but is an enterprise architecture 
within the Air Force chain of command ensuring unity of effort.  This architecture is 
necessary to optimize medical operations in support of Air Force missions within the 
legal, policy, and resource constraints imposed by the Assistant Secretary of Defense 
for Health Affairs (ASD[HA]).  The AFMS is comprised of the SG and staff, major 
command (MAJCOM) surgeons and staff, field operating agencies assigned to LAF 
commanders, and AFMS Airmen assigned to line organizations as medical subject 
matter experts.   
 
The Surgeon General 
 
 The AF/SG, as a member of the Chief of Staff of the Air Force’s (CSAF) special 
staff, does not exercise command authority or direct control over medical forces but 
provides a planning, coordination, and oversight function.  The AF/SG is primarily 
responsible for developing and coordinating health care policy for the AFMS.  The 
AF/SG provides centralized medical plans, policy, guidance, and resources through the 
MAJCOM surgeons to medical forces and is also responsible for coordinating and 
aligning health care programs and services to integrate with other Services’ medical 
departments and the ASD(HA) in support of the DOD-wide health care system. 
 
Air Force Medical Operations Agency 
 
 Air Force Medical Operations Agency (AFMOA) is the AF/SG’s field operating 
agency responsible for providing consolidated planning and execution of those facets of 
Air Force medical programs and peacetime health care delivery common to all 
MAJCOMs.  Common medical programs are those found in general medicine within and 
outside the Air Force such as clinical policy and consulting, peacetime health care 
delivery planning, clinical quality management (patient safety, risk management, and 
professional staff management),  and automated health care information systems 
management.  AFMOA ensures unity of medical effort by translating the AF/SG’s 
direction into centralized plans and guidance at the operational level of health services 
support.  This consolidated planning and execution function allows the MAJCOM 

                                                 
46 AFI 41-106, Medical Readiness Program Management. 
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surgeons to focus efforts on the military-specific aspects of medical operations as they 
apply to their specific MAJCOMs.  Examples are medical readiness training, aerospace 
medicine, and medical capability modernization for combat, mobility, and special 
operations forces as applicable and appropriate based on mission assignment.47           

 
Air Force Medical Support Agency  
 
 The Air Force Medical Support Agency (AFMSA) oversees the execution of 
AF/SG policies supporting Air Force expeditionary medicine operations.  AFMSA assists 
the AF/SG on issues related to the overall management of Air Force medical activities.  
Sample activities are developing policy, addressing AFMS concerns at senior 
leadership levels, and ensuring centralization of activities to provide process-oriented 
delivery of complex medical and dental care in coordination with MAJCOMs and field 
operating agencies.  AFMSA improves communication, decision-making, and the ability 
to plan and program future requirements for those functions identified and centralized.  
AFMSA partners with the ASD(HA), Secretary of the Air Force, CSAF, and the 
Department of Veterans Affairs to ensure the readiness of medical forces, the medical 
readiness of all Air Force warfighters, as well as a prevention-based health care 
continuum for beneficiaries worldwide.  
 
Major Command Surgeons  
 
 The MAJCOM/SGs have the responsibility to organize, train, equip, and package 
medical forces to ensure those forces are ready to execute medical capabilities in war, 
peacetime disasters, homeland defense, counterterrorist activities, or any other 
domestic or worldwide mission requiring medical force expertise.48   
 
Medical Treatment Facilities  
 
 At the installation level, medical forces are generally organized into MTFs that 
are structured and controlled according to mission:     

 
 Clinics provide direct medical support to an installation and are primarily tasked to 

ensure assigned Airmen are fit and healthy to deploy.  Clinics are organized as 
medical groups or squadrons and are assigned to an installation’s host wing. 
 

 Hospitals are medical facilities with in-patient capability, some of which have trauma 
capability.  In addition to direct medical support to an installation, hospitals provide 
regional specialty care to eligible beneficiaries.  Most importantly, hospitals are 
strategic nodes in the ERCCS.  Hospitals are organized as medical groups with 
squadrons and are assigned to an installation’s host wing.  
 

                                                 
47 AFI 44-119, Medical Quality Operations. 
48 AFI 41-106, Medical Readiness Program Management. 
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 Medical Centers are major medical treatment facilities providing trauma and 
specialty care as well as training platforms for medical forces.  They are both 
strategic nodes and definitive care endpoints in the ERCCS and are organized as 
medical groups assigned to the installation’s host wing or as a medical wing 
assigned to a MAJCOM.  
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GLOSSARY 
 

Abbreviations and Acronyms  
 
AAMIMO 
ACS 

Advanced Aerospace Medicine for International Medical Officers 
agile combat support 

AE aeromedical evacuation 
AECM aeromedical evacuation crew member 
AECT aeromedical evacuation control team 
AEG 
AES 

air expeditionary group 
air expeditionary squadron 

AETF air expeditionary task force  
AEW air expeditionary wing 
AFDD Air Force Doctrine Document 
AFFOR Air Force forces 
AFIMS 
AFMLOC 

Air Force Incident Management System 
Air Force Medical Logistics Operations Center 

AFMOA Air Force Medical Operations Agency 
AFMS Air Force Medical Service 
AFMSA Air Force Medical Support Agency 
AFTH Air Force theater hospital 
AFSOC 
AFSOF 

Air Force Special Operations Command 
Air Force special operations forces 

AFTTP Air Force tactics, techniques, and procedures 
AMD air mobility division 
AOC 
AOR 

air operations center 
area of responsibility 

ARFOR  Army forces 
ASD(HA) Assistant Secretary of Defense for Health Affairs 
ASF aeromedical staging facility 
  
C2 command and control 
CASF contingency aeromedical staging facility 
CASEVAC casualty evacuation 
CBRN chemical, biological, radiological, and nuclear 
CCATT 
CCDR 

critical care air transport team 
combatant commander 

COMAFFOR commander Air Force forces 
CONUS continental United States 
CSAF Chief of Staff, United States Air Force 
  
DIMO Defense Institute for Medical Operations 
DNBI disease and non-battle injury 
DOD Department of Defense 
  
EMEDS expeditionary medical support  
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EML expeditionary medical logistics 
EOC emergency operations center 
ERCCS en route casualty care system 
  
FEMA Federal Emergency Management Agency 
FHA foreign humanitarian assistance 
FOB forward operating base 
FRC 
FSB 

forward resuscitative care 
forward staging base 

  
GCC 
GHE 
GPMRC 

geographic combatant commander 
Global Health Engagement 
global patient movement requirements center 
 

HA/DR Humanitarian assistance/disaster relief 
 
IHS 
ISB 

 
international health specialist 
Intermediate staging base 

  
JFC 
JPMRC 

joint force commander 
joint patient movement requirements center 

JTF joint task force 
  
LAF line of the Air Force 
LOAC law of armed conflict 
  
MAJCOM major command 
MASF mobile aeromedical staging facility 
MEDEVAC medical evacuation 
MHS military health system 
MSO medical stability operations 
MTF medical treatment facility 
  
NGO nongovernmental organization 
  
OPCON operational control 
  
PAR 
PJ 

population at risk 
pararescue jumper 

PMI patient movement items 
PMITS 
PMRC 
PN 

Patient Movement Item Tracking System 
patient movement requirements center 
partner nation 

POW prisoner of war 

  
SG surgeon general 
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SOF special operations forces 
  
TACON tactical control 
  
USG 
USTC 
 

United States Government 
United States Transportation Command 

  
 
Definitions  

 
aeromedical evacuation.  The movement of patients under medical supervision to 
and between medical treatment facilities by air transportation.  Also called AE. 
(JP 4-02) 
 
constant deployer model.  The bundling of like-teams into one facility to support 
both the medical treatment facility commander’s clinical care mission and 
deployment taskings. (AFDD 4-02) 
 
definitive care.  Care rendered to conclusively manage a patient’s condition. It 
includes the full range of preventive, curative acute, convalescent, restorative, and 
rehabilitative medical care. This normally leads to rehabilitation, return to duty, or 
discharge from the Service. (JP 4-02) 
 
en route casualty care system.  The Air Force capability which stabilizes, 
prepares, and approves casualties for transport, regulates casualties to the right 
destinations, and provides continual care at stops along the way while maintaining 
or increasing the level of care.  Also known as ERCCS. (AFDD 4-02) 
 
force health protection.  Measures to promote, improve, or conserve the mental 
and physical well-being of Service members. These measures enable a healthy and 
fit force, prevent injury and illness, and protect the force from health hazards.  Also 
called FHP. (JP 4-02) 
 


